A 68-year-old Chinese male presented to our department with a large (20 × 40 cm), rapidly expanding, painful, necrotic skin ulcer that had developed on his lower abdomen 2 months previously (Fig. 1) .The ulcer had started as pain and redness 3 days after a retro-pubic prostatectomy for benign prostatic hyperplasia at a local hospital. The patient was moderately feverish (38.5°C) and culture of the discharge revealed Staphylococcus aureus. However, there was no improvement in the patient's condition after 2 weeks of treatment with Cefazolin 0.5 g twice daily.
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Diagnosis: Post-surgical pyoderma gangrenosum (PSPG)
A skin biopsy specimen from the ulcer border revealed diffused infiltration of neutrophils, and fibrinoid necrosis of small vessels in the dermis and subcutaneous tissue peripheral to the base of the ulcer (Fig. 2a) . Tissue culture for bacteria and fungus gave negative results.
The biopsy and tissue culture findings were consistent with pyoderma gangrenosum (PG).
Post-surgical PG (PSPG) is a specific condition with a series of characteristics in addition to the clinical features of PG (1) . PSPG usually occurs in the first week following surgery (1); it may be acute and fulminant, and usually emerges with a painful and rapidly expanding ulcer. Fever, malaise, leukocytosis, and an elevated C-reactive protein may also be detected in PSPG (2-4). The lesions begin with a simple erythema around the sutures.
Differential diagnosis includes progressive synergistic gangrene, ecthyma gangrenosum, clostridial infection, atypical mycobacterial infection, systemic vasculitis, Sweet's syndrome, granulomatous disorders and stasis ulceration (5). However, there are no specific clinical signatures that distinguish PSPG from other post-surgical infections (5).
The patient was treated with methylprednisolone (40 mg daily). After 2 weeks, the size of the ulcer had decreased and the pain was relieved. The ulcer was completely healed after 2 months of treatment, and cribriform scars were visible over the ulcer site (Fig. 2b) . No recurrent disease was observed at 6-month follow-up.
There is currently no standard treatment for PSPG, but systemic prednisone is the most commonly used medication (6) . In cases that do not respond to glucocorticoids alone, other agents may be used, either alone or combined with glucocorticoids. These agents include: cyclosporine, methotrexate, azathioprine, cyclophosphamide, infliximab, etanercept, adalimumab, alefacept, mycophenolate mofetil, dapsone, tacrolimus, chlorambucil, intravenous immunoglobulin, colchicine and interferon alpha (6, 7) . Direct topical application of corticosteroids or immunomodulators to the ulcer maybe helpful (6) . Surgical debridement or necrosectomy is contraindicated in PSPG (6, 7). Management of any active associated disease, such as ulcerative colitis, should also be considered. 
